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erroneous distinctions about "real" emergencies); second, 9-1-1 is intended to provide access to potential dispatch of any type of public safety response unit (not just medical services). In ceriain situations, however, this can be problematic, as when the public uses 9-1-1 to access any city service and thereby clogs the telephone system with nonemergency calls. A single, communiiywide seven-digit phone number, perhaps available 24 hours a day, should be established to handle the calls for nonemergency services.
2.   One advantage of 9-1-1, apart from being easy to remember, is that it meets requirements for numbering plans and switching configurations of the telephone industry; 9-1-1 is unique, for instance, in that it has never been authorized as an area code or a service code (NENA, no date).
3.   The potential dangers when HMOs do not properly advise members about 9-1-1 are illustrated by Kerr (1986).   He reports on three adult HMO enrollees with severe cardiac symptoms who followed HMO procedures to call the triage physician and were directed to distant EDs; all patients endured considerable delay in reaching appropriate emergency and definitive cure and suffered more serious sequelae than might otherwise have been the case. A later article (Kerr, 1989) gave the following examples of life-threatening events in the HMO context:   heart attack, stroke, loss of consciousness, poisoning, uncontrolled bleeding, acute allergic reaction, shock, convulsions, and the like;   non-life-threatening cases included rash, minor chest pain, high fever, vomiting, asthma, allergic reaction, and gas pains.  Exactly where the main problems accounting for emergency situations for children would fit is not clear.
4.   EMS communication systems are currently confronting limitations in Ihe availability of radio frequency spectra.   At present, eight ined-channcl pairings ace allocated for regional EMS systems.   Operating at frequencies in the 460 megahertz (MHz) range of the ultra-high frequency (UHF) spectrum, these channels are subject to significant "channel crowding" and "bleed over," especially in urban areas.    Along the border with Mexico, some EMS radio systems encounter interference because allocation of frequencies is not covered by enforceable treaties with Mexico. Additional frequency spectra, dedicated to EMS use, must be authorized by the Federal Communications Commission (FCC); the FCC has recently released new 800 MHz and some 900 MHz spectra.
5.   The EMS-C projects cited in this chapter are those of the federal demonstration grant program supported by the Maternal and Child Health Bureau, Health Resources and Services Administration, U.S. Department of Health and Human Services.
6.   In addition to the medical considerations in patient transfers, hospitals must be aware of legal obligations.  Federal legislation—the Consolidated Omnibus Budget Reconciliation Act of 1985 (P.L. 99-272) and the Omnibus Budget Reconciliation Act of 1989 (P.L. 101-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
7.   Care for children with severe burns and the use of burn centers illustrate Hie critical need in EMS-C for attention to optimal sites for care and to long-term follow-up.   Burn centers might, for example, have direct linkages with emergency departments and community hospitals, so that children in this situation would be triaged directly to them rather than to the hospital's intensive care unit. EMS-C systems should promote early planning for the extended follow-up care that many of these children will need for procedures such as plastic surgery. Ideally, this planning should look to a medical home or other source of primary care to assure continuing attention to the special health care needs of children with severe burns.  (We thank one of our anonymous reviewers for elucidating this particular example.)
8.   The National Center for Injury Control and Prevention was established at the Centers for Disease Control and Prevention in June 1992. Previously, injury prevention activities were the responsibility of the Division of Injury Control of the National Center for Environmental Health and Injury Control.